Page 2
IRONBRIDGE COUNSELING & WELLNESS ASSOCIATES

INFORMATION FORM








                           Date:  _____________________
Client Name: _____________________________________________________       Gender:  Male _______ Female _______

Address:  ________________________________________________________City: _______________________________
State:  _____________ Zip Code:  ________________    E-Mail Address: ________________________________________






     (Confirmation/Reminders will be e-mailed if e-mail address is provided.)

Home Phone:  (        ) ________________       Cell:  (        ) ________________       Business: (        ) ____________________
Social Security Number: ______________________________ Date of Birth: __________________ 

PAYMENT INFORMATION:  Who will be responsible for payment of this account?

Name:  ______________________________________ Social Security Number:  ___________________________________
Address:  ___________________________________________________   Phone: (        ) ____________________________
                   City, State, Zip 

TODAYS APPOINTMENT IS WITH (Check One):


Kim Chandler-Holt, LCSW ______

Gary J. Gaulin, LPC ________


Maureen K. Leister, LPC________


R. David Stitt, LPC _________


Maire Taylor, LCSW___________


Kym Tolson, LCSW ________



            George White, LPC ____________


Lorien Wilder, LCSW ______                      
Whom may we thank for referring you here? _________________________________________________________________ 

PRIMARY INSURANCE CO:
Policyholder’s Name: ______________________________Social Security #_______________________ DOB: ___________
Policyholder’s Address (If different from yours) ______________________________________________________________
                                                                                     City, State, Zip

Insurance Name: ___________________________    ID#__________________________      Group # ___________________
SECONDAY INSURANCE CO (If applicable):
Policyholder’s Name: _________________________     Social Security #______________________      DOB ____________
Policyholder’s Address (If different from yours) ______________________________________________________________
                                                                                    City, State, Zip  
Insurance Name ____________________________ ID#__________________________         Group # __________________
